As an adjuvant to rapid absorption and prevention of pleural thickening and adhesion prednisolone may be used for three to four weeks; anti-tuberculous chemotherapy is given at the same time and a short stimulant course of ACTH gel after the prednisolone to counteract the depressant effect of the steroid upon the patient's own adrenals.
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The new transpleural operative approach to thoracic spinal disease often results in a temporary effusion which the surgeon usually drains; but once again I would stress the necessity for ensuring the minimum final damage to lung function.
Lateral Extrapleural Extension of Paravertebral
Abscess Not infrequently a lateral extension of a cold abscess behind the parietal pleura will occur and bulge forward in the middle of a lung field, throwing a hazily outlined shadow, which clearly does not go down into the costophrenic angle and may even have a clearer zone separating the area of maximal density from the mediastinal shadow. This type of spread exposes a large area of parietal pleura to tuberculous pus and may be followed by an effusion. It is in these cases possible to aspirate fluid from the pleural cavity and pus from the extension of the paravertebral abscess posteriorly. A lateral radiograph will show the paravertebral abscess bulging forward from the spine. An injection of streptokinase may be necessary to thin the pus for aspiration. Figs. 2A and B show such a patient in the postero-anterior and lateral views before aspiration, and Fig. 2c shows the end-result after a number of aspirations. Figs. 3A and B are the postero-anterior and lateral views of another patient; Fig. 3A shows clearly both the pleural effusion filling the costophrenic angle, and the central shadow in the left lung field which is the extrapleural cold abscess posteriorly.
Figs. 4A and B show such a case which has never been dealt with; an irregularly shaped abscess may be seen both in the postero-anterior and lateral views with some calcification in its walls encroaching to a very considerable extent upon the lung field on that side.
The Management of Fracture Dislocation of the Hip By J. N. WILSON, Ch.M., F.R.C.S.
Introduction.-This paper is based on personal observations of 26 cases of dislocation of the hip. 21 of these have been fracture dislocations. This large proportion of fracture cases is partly due to the inclusion of cases of central dislocation and partly because complicated cases have been referred for further treatment, or second opinion.
Type of case.-The injuries have been divided into three main types: (a) Dislocation with fracture of the acetabular rim. (b) Dislocation with fracture of the head of the femur. (c) Central dislocation of the hip.
Dislocation complicated by fracture of the shaft of the femur has not been included.
General considerations.-Up to the advent of motor transport dislocation of the hip and particularly fracture dislocation was rare. Sir Astley Cooper (1826) describes a wide variety of dislocations but does not appear to have appreciated that there may be associated fractures of the acetabulum or head of the femur. He does mention, however, the possibility of obstruction to reduction by an inturned labrum acetabulare. Nowadays, dislocation of the hip is a common injury from road accidents and it is often complicated by fracture. Armstrong (1948) in his review of 101 cases quotes 55 dislocations complicated by fracture. Thompson (1951) had 81 cases in a series of 111. With the increased speed and the growing congestion of road traffic it is likely that the incidence of this type of case will increase.
Dislocation with Fracture of the Acetabular Rim This is the most common variety (Fig. 1) . The postero-superior rim of the acetabulum is broken off as the head of the femur displaces. The management of the case depends upon three factors: (1) The presence or absence of sciatic nerve involvement.
(2) The accuracy of reduction.
(3) The stability afterwards.
(1) Sciatic nerve involvement.-Cases of fracture of the acetabular rim with sciatic nerve symptoms should always be explored. A number of cases have been reported where the nerve was directly impaled by a small fragment of bone (Armstrong, 1948; Stewart and Milford, 1954) . (2) The accuracy of reduction.-Nothing short of a perfectly concentric reduction of the head of the femur into the acetabulum can be accepted. Any imperfect reduction due to obstruction from a retained portion of acetabular rim must be explored. Such a case has been known to require an osteotomy to correct a fixed abduction deformity a year after the injury.
(3) The stability after reduction.-The stability of the joint may be affected by the acetabular fracture, although surprisingly large fragments can be left unreduced, as is shown in Fig. 2 .
The degree of displacement can sometimes be displayed by stereographic X-rays, or by taking an oblique view. This has been advised by Urist (1948) and is made by tilting the pelvis 60 degrees upwards towards the tube. This brings the back of the acetabulum into profile. Instability may be obvious from the outset, but in doubtful cases a test of stability should be made in seven to ten days. The size of the fragment is no guide to the degree of instability. Fig. 3 illustrates a case where the hip was found to be unstable when examined under general anaesthesia a week after reduction. Screwing of the acetabular fragment produced perfect stability. The hip was exposed by the posterior Gibson approach. Usually it is unnecessary to remove the gluteal attachments from the trochanter, but if access to the acetabulum is difficult there should be no hesitation in detaching the great trochanter. One of the big disadvantages of this approach is the possibility of myositis ossificans. This has occurred four times. It is considered to be due to early exercise and since immobilizing the hip in a short hip spica for the first six weeks no myositis has occurred. However, Armstrong (1948) quotes an example in a patient treated by active exercise throughout. Stewart and Milford (1954) found that new bone formed in the majority of cases treated surgically, especially those treated by the posterior approach. They did not consider that early exercise provoked the condition.
Dislocation with Fracture of Head of Femur
This is fairly rare. Armstrong (1948) reported 5 cases and Urist (1948) 4. The author has seen 6 in the last ten years. The injury to the femoral head has been described as a "sprain fracture" by King and Richards (1941) . The fragment is usually detached from the antero-inferior aspect of the femoral head and seldom interferes with the weight-bearing surface. It may form an obstruction to manipulative reduction, and 4 out of the 6 cases required open reduction. Normal reduction depends upon the smooth femoral head sliding over the posterior rim of the acetabulum. When there is a rough fracture surface in contact with the acetabulum the head of the femur may become jammed. If irreducible, open reduction and removal of the fragment is indicated. Probably the posterior approach is the best, but it may be necessary to osteotomize the great trochanter to gain access to the ace-_ tabulum. The final result in 4 of these cases has been excellent. In 1 case sepsis intervened with resulting destruction of the hip; in another, where half the femoral head had been fractured, avascular necrosis occurred rapidly, and an arthroplasty was performed later. Not all the cases require open reduction. In 1 (Fig. 4) the dislocation was reduced but the fragment of the femoral head somersaulted and had to be removed. In another the femoral fracture reduced satisfactorily and the injury was treated conservatively.
These fractures are easily missed unless good radiographs are available and are careftilly studied. They are probably the commonest cause for inability to reduce the dislocation by manipulation, and should be suspected when this difficulty is encountered. Fig. 6 . Note the presence of myositis ossificans. more rarely anterior, dislocation. The lesions should be considered as fracture dislocations of the hip in which there is a very large acetabular fragment. The dislocation is produced in the same manner as other fracture dislocations, i.e. by a dashboard injury (Knight and Smith, 1958) . Until fairly recently they were regarded as irreducible, and were treated by traction and active exercises. Knight and Smith (1958) showed that certain of the fractures could be reduced and fixed by open operation. They classified them according to their direction and broadly divided them into two types-transverse and vertical fractures. Because of the diversity and multiplicity of the fracture line this classification can prove very confusing, and it is suggested that the injuries fall conveniently into two groups: those with an intact roof to the acetabulum (Fig. 5 ) and those without (Fig. 6 ). This is almost the same as Bohler's classification (1957) . The management of this dislocation depends upon the recognition of the two types. Group I cases can be reduced by open operation. Attempts have been made to do the same operation for Group 11, but the amount of comminution prevents an accurate reduction, and it is wiser to treat this injury by the "bag of bones" technique, i.e. traction with active exercises for six weeks. If open reduction of a Group I case is contemplated an accurate knowledge of the whereabouts -of the major fragment must be known because the operative approach depends upon this. Stereography is essential. Fig. 7 shows what can be done by open reduction. The approach in this case was posterior and the fracture was fixed by applying a plate to the posterior rim of the acetabulum. Recovery was complicated by myositis ossificans. Knight and Smith (1958) advised that a transverse fracture should be approached from the front and a vertical one from the back. Unfortunately it is not always easy to decide which type of fracture is present. Probably the safer way of deciding the approach is to go in on the side to which the major fragment has displaced. If in doubt, the posterior approach should be used; it has the advantage that it can be extended into a goblet exposure of the whole of the acetabulum.
